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A scale based on underlying core beliefs generated by the experience of epilepsy was developed. The scale, with 
measures of coping, adaptability, and knowledge, was used to examine the commonly-reported differences in 
emotional adjustment between patients (EP) and a non-epileptic population (NEP). 
The EP had significantly lower perceived self efficacy and was more depressed and anxious than the NEP 
controls. The NEP showed greater knowledge of medical aspects of epilepsy than the EP. Positive correlations 
between scale values and measures of mastery, self esteem, affect balance, felt stigma nd impact of epilepsy were 
found. Factor analysis produced a three factor solution of emotion, knowledge and anxiety which explained 61.6% 
of the variance in scores. 
Results are discussed in terms of Bandura's theory of self efficacy as the motivating and sustaining force in the 
ability to change behaviour. Core beliefs are central to both the development and maintenance of anxiety and 
depression i epilepsy patients and need to be addressed in any attempts at remedial intervention. 
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INTRODUCTION 
Epilepsy has profound effects on the way an 
individual perceives him/herself. Precisely how 
much impact a diagnosis has is inevitably 
mediated by factors such as personality, family 
support, or intellectua.1 abilities. Central to this 
process, however, are the self-generated core 
beliefs forming the basis of how effective an 
individual perceives himself to be in tackling the 
everyday problems of living. According to 
Bandura ~, it is the perception of efficacy which 
determines behaviour, not necessarily the reality 
of the condition. 
What fuels this maladaptation? The contention 
of this study is that epilepsy generates pecific 
detrimental core beliefs which affect coping skills 
in general and the ability to deal with the 
particular problems of a chronic illness. The 
epilepsy patient constructs a view of self different 
from that of a non-epilepsy subject, a view which 
is reinforcing of the negative xperience of having 
epilepsy. This results in both a high level of 
depression and chronically elevated anxiety: the 
very nature of epilepsy fosters and maintains 
pathology at a debilitating level in susceptible 
individuals. 
The emotional impact of epilepsy can, indeed, 
be severe. Rodin 2 found over 50% of those with 
epilepsy had psychological or social problems 
with a behavioural manifestation. Less than one 
in four were free from intellectual, neurological 
or behaviour problems. Collings 3 describes low 
self esteem, low levels of fulfilment and perceived 
happiness, increased anxiety and social and 
interpersonal difficulties associated with a diag- 
nosis of epilepsy. Why should this be so? Those 
with diabetes do not appear to be so disabled yet 
their illness has the same chronic naure, with a 
similar component of unpredictability if not well 
stabilized 4. The difference, Scambler 5 maintains, 
is that there is a reciprocal relationship between 
epilepsy and anxiety which is itself a consequence 
of the stigma that epilepsy still carries. A study by 
Tyc 6 of adjustment in young amputees found that 
although they were required to adjust to visible 
cosmetic and functional impairments they were 
apparently resistant o the psychological malad- 
justment commonly found in those with epilepsy. 
Epilepsy lacks the visual definition of amputation 
and is often seen as a 'hidden' illness in an 
apparently 'normal' individual. This imposes a 
unique stress for those with epilepsy 7 in the 
formulation of self perceptions and emotional 
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adjustment--for they have to contend not only 
with the physical effects of seizures which can 
indeed be most ufipleasant, but also with societal 
attitudes 'more devastating than the disorder 
itself '8. Sufferers become chronically stressed ue 
to the very nature of their illness--its physical 
unpredictable nature and the adverse social 
reactions encountered such that they seriously 
deplete/compromise th ir coping resources. 
According to Bandura 1, human agency is an 
emergent, interactive force which combines ex- 
ternal, environmental influences. Individuals are 
intentional cognizers with the capacity to in- 
fluence their own behaviour in a uniquely human 
way fundamental to purposeful, rational be- 
haviour. An individual is not at the whim of the 
here and now since future behaviour is shaped 
and motivated by the cognitively represented 
present. Thought, therefore, has a prominent 
position in the theory of self efficacy in its ability 
to foster belief in self-capability and the construc- 
tion of effective actions. This is achieved through 
a series of psychological sub-functions but, 
critically, the evaluation of self is based on 
standards an individual sets for himself. It is 
insufficient for there to be the opportunity o act 
effectively, there must also be the 'belief that one 
can do so----or motivation will be insufficient o 
sustain effort. This internal process uses 
knowledge--both experiential and factual--to 
generate hypotheses about situations and out- 
comes and forms an individual framework of core 
beliefs. 
Recent studies how that self efficacy has direct 
results on both coping and the predisposition to 
seek appropriate help for emotional needs. 
Subjects with high self efficacy tolerate pain 
better when given a choice of different pain 
control strategies than those with low self 
efficacy 1°. In a study of soldiers suffering from 
post traumatic stress disorder 1~ those low in 
perceived self efficacy needed more outside help 
because their own 'inner resources' were 
insufficient to cope successfully. Jerusalem 12 
studied East German migrants; those who 
adapted better had more 'antecedent personal 
resource factors' of which one was higher scores 
of self efficacy. Finally, a study of patients with 
chronic arthritis ~3 showed that high self efficacy 
motivated active coping strategies which were 
associated with lower levels of pain, depression 
and functional impairment. 
Jarvie 14 has highlighted the 'considerable pati- 
ent ignorance' which surrounds important areas 
such as diagnosis, causes and consequences of
seizures, and the purpose and side effects of 
medication. One direct result of this is poor 
compliance, but lack of knowledge can have more 
insidious effects on behaviour. Gonzalez and 
Gonzalez x5 found correlations between know- 
ledge of breast self examination and performance 
of the health enhancing behaviour. This was 
replicated by Brubaker and Wickersham 16 in 
testicular self examination behaviour. 
It was expected that epilepsy patients would 
have gleaned information from both their medical 
advisers and perhaps self help organizations 
which would make them more knowledgable than 
the general population, and that this would be of 
positive help to them in adjustment o their 
condition. To examine this relationship and its 
correlation with self efficacy/emotional djust- 
ment, a questionnaire concerning social and 
medical aspects of epilepsy was included in the 
study. 
In summary, studies indicate that high self 
efficacy aids both psychological and physical 
coping responses. In adjusting to specific life-style 
problems it is hypothesized that the core beliefs 
constructed as a direct result of having epilepsy 
will adversely affect the levels of self efficacy 
specifically related to those areas--a hypothesis 
not yet tested in the epilepsy population. 
RATIONALE OF THE CONSTRUCTION OF 
THE SELF EFFICACY SCALE 
There is some debate as to whether measures of 
self efficacy should be situation specific or 
generalized. While admitting that self efficacy 
does generalize to actions other than the target 
behaviour Bandura 17 has argued that self efficacy 
scales hould be situation specific. This is also the 
position taken in this study since it is held that 
epilepsy poses a set of relatively unique problems 
for those who suffer from it such that it affects the 
very core beliefs these people have about 
themselves and the world. The present scale was 
focused, therefore, on those areas which the 
patients themselves identified as key areas of 
their lives affected by epilepsy. 
Another conceptual point influencing research 
in the psychological adjustment of patients with 
epilepsy in the last few years 18 is the move away 
from doctor-centred reasoning as to what is a 
problem and what constitutes coping. A series of 
semi-structured interviews was carried out in an 
attempt o encompass the aims and concerns of 
the people who have to live with the conse- 
quences of epilepsy on a day to day basis--aims 
and concerns which might well fall 'outside the 
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boundaries of the typical, narrow medical 
agenda '~9. Therefore, although the final wording 
of items was generated by the researcher, every 
effort was made to include only areas which were 
of relevance to the patients who were interviewed 
and not to include preconceived i eas of what 
should be important. It is inevitable that 'pre- 
judices' and interests of the interviewer may be 
manifest in such interviews but the methodology 
employed has kept these to a minimum so that 
the patients were given the opportunity to speak 
for themselves about their concerns and fears. 
METHOD 
Pilot study 
Interviews 
A series of 20-30 minute semi-structured inter- 
views were undertaken during four General 
Epilepsy clinics at the Walton Centre for Neurol- 
ogy and Neurosurgery. All interviews were 
recorded and later partially transcribed by the 
first author. 
Subjects 
Out-patients waiting for a consultation with a 
physician were approached and asked to particip- 
ate in a short interview. All had been diagnosed 
as having epilepsy; in some the condition was 
controlled by medication but in others this was 
not the case. This was a convenience sample and 
no attempt was made to select patients on any 
criteria other than a reasonable gender atio. 
Patients who agreed to participate were 
seated--either by themselves or with accompany- 
ing relatives--in a quiet part of the waiting area. 
The purpose of the interview was explained and 
their consent o it being recorded obtained, with 
the proviso that the tape would be wiped at the 
end if they so wished. No patient approached 
refused to be interviewed and none requested 
that their replies be discarded. The interview was 
semi-structured to allow for the maximum input 
from subjects undirected by the interviewer. To 
this end, it began with questions uch as: 'Has 
having epilepsy affected your life?' or 'Are you a 
confident ype of person?' 
Replies were explored to reveal areas of their 
lives the patients thought were most relevant and 
to find not only the physical causes of concern but 
the accompanying feelings and emotions they 
elicited. A diagrammatical representation of 
these 'core beliefs' is shown in Fig. 1. 
A pool of 23 items was generated using these 
key areas and comments made by the interview 
subjects and these were subsequently piloted on 
ten subjects in an epilepsy follow-up clinic. 
Completion of the questionnaire took 10-15 
minutes, after which subjects were asked to 
report on the clarity of the instructions and the 
relevance/irrelevance of the questions. 
All subjects found the questions pertinent o 
their lives and the concerns they have in coping 
with the diagnosis of epilepsy. No item was found 
difficult to answer nor were suggestions of 
additional areas of interest volunteered. Subjects 
reported that they had found the instructions 
clear and understood what they had been asked 
to do. However, scrutiny of the results show that 
this was not consistently the case and therefore 
answers from 6 subjects only were used to 
conduct an item anaslysis. Two items were chosen 
from each 'core belief' category (see Fig. 1) to 
reflect the largest average difference per subject 
and the greatest number of subjects howing a 
d~.fference for that item. These items, some 
rephrased for clarity, form the questionnaire 
administered in the main part of the study 
(Appendix A). 
Other scales were presented with the self 
efficacy questionnaire to assess the criterion 
validity. These were the hospital anxiety and 
depression scale, adjustment to epilepsy scales 
developed and validated by Baker (1992) on a 
population of epilepsy patients (including sub- 
scales for mastery, self esteem, affect balance, 
stigma and impact of epilepsy) and two further 
scales measuring knowledge of the medical and 
social aspects of epilepsy 14. 
Administration of questionnaire 
Subjects 
Epilepsy subjects were recruited from patients 
attending the Mersey Regional Epilepsy Clinic 
who had an established iagnosis of epilepsy. 
The undiagnosed, those with an uncertain 
diagnosis and the very newly diagnosed (less than 
6 months) were excluded at the preliminary 
stages of selection for participation. Control 
subjects were a convenience sample recruited on 
an ad hoc basis. Demographic details of the 
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I am less confident than I I would be a 
would be if I didn't have different person 
epilepsy if I had never 
had epilepsy 
/ 
I am physically more J 
~ r i s k  than most  people I 
Epilepsy is not 
Epilepsy adversely / / J within my control 
affects my ~ / / 
relationships with 
other people 
/ • l  CORE BEL IEFS  
I am different/inferior 
to others because of my 
epilepsy 
I need to prove to 
myself as better 
to be accepted as 
an equal 
I have not fulfilled my 
potential/role in life 
Fig. 1: Diagrammatical representation f core beliefs generated from patient interviews. 
subjects can be seen in Table 1. Statistical analysis 
showed no significant differences between groups 
on any of these demographic variables. 
Table 1: Demographic details of subject groups 
All Epilepsy Control 
n = 100 n = 52 n =48 
Sex 
Male 48 24 24 
Female 52 28 24 
Age 
Mean age 31.4 32.58 30.17 
Male 33.13 27.48 
Female 32.11 32.42 
Marital status 
Single 44 20 24 
Married/partner 49 27 23 
Divorced 5 5 0 
Employment status 
Employed 36 23 13 
Unemployed 64 29 35 
Age left education 
Mean age (sd) 19.9 17.1 23.0 
(0.5) (2.2) (6.9) 
Procedure 
Subjects were approached as they waited in an 
Outpatient Department for their appointment 
according to the procedures outlined in the pilot 
study. Administration to control subjects was the 
same as that for those with epilepsy, with 
additional questions about acquaintance with 
anyone diagnosed as epileptic. Control subjects 
were not required to answer the second 'without 
epilepsy' self efficacy questionnaire nor the 
quality of life measures. Questionnaires were 
completed in the subjects own time and returned 
anonymously. 
RESULTS 
Reliability 
Item reliability analysis 
Mean scores per item for all groups used in 
analysis of the self efficacy scale data were 
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calculated and Cronbach's Alpha analysis of the 
correlations of items within the scale was carried 
out. Alpha for all subjects was 0.75 (standardized 
alpha =0.76), for epilepsy subjects 0.79 (stan- 
dardized alpha = 0.79) and for controls alpha was 
0.56 (standardized alpha=0.60). Removal of 
only one item, (item 9: You worry about how 
you'll cope as you get older) makes any improve- 
ment to the overall alpha score. This item 
explains around about 24-26% of the variance 
for all subjects and for epilepsy subjects, but 
significantly around 40% for control subjects. 
This may be an artefact of the control population 
which contained a large proportion of students 
with possible career decisions on their minds! 
Split half reliability 
As a further measure of the internal consistency 
of the self efficacy scale a split half reliability 
analysis was undertaken. As each 'core area' 
identified in the clinical interviews had contrib- 
uted two items to the final questionnaire the 
analysis was made by reassignment of these pairs 
to create two 'mini-scales'. They were analysed 
for their measure of both inter- and intra- 
correlation. Alpha for Part 1 (items 12, 4, 5, 6, 10, 
8) was 0.58 and alpha for Part 2 (items 3, 9, 11, 2, 
1, 7) was 0.57. The correlation between forms was 
0.65 and estimated reliability of the scale 0.75. 
Validity 
Content validity 
The accepted procedure for assessment of con- 
tent validity is tO request he opinions of experts 
in the field. All such individuals consulted felt the 
areas were of central concern to those with a 
diagnosis of epilepsy. When asked to specify 
areas of importance they felt were not covered in 
the questionnaire most commented on the lack of 
an item specifically related to driving. Other areas 
mentioned were: sports, sexual relationships, fear 
of letting go, side effects of medication, in- 
heritance of epilepsy, embarrassment, profes- 
sional attitudes. 
While it is the case that the questionnaire fails 
to address ome of the issues mentioned by these 
respondents, none of these issues (sport, genetics, 
etc.) were actually spontaneously raised by 
subjects during the fairly lengthy and detailed 
interviews. Specifically, driving was not men- 
tioned by any of the initial 12 subjects inter- 
viewed. Given the rationale for construction of 
the questionnaire these items were excluded. 
This, of course, begs the question of how far the 
'professional' is justified in excluding items which 
he/she 'intuitively' feels are relevant in addition 
to those generated by the subjects themselves. 
However, such questions are not easily answered 
and are in some degree dependent on the specific 
orientation of the researcher towards the domain 
of interest. 
Face validity 
Both during the pilot run of the questionnaire and 
the subsequent collection of ,52 responses, par- 
ticipants were routinely asked if they felt the 
issues addressed were of importance to them and 
if they felt any other items should be included. 
Subjects were usually emphatic in their agree- 
ment with the importance of the issues included 
and no suggestions of other areas (including 
driving!) were made. 
Data were analysed using one-way analysis of 
variance to establish the areas in which there 
were differences between the epilepsy and control 
subjects. A summary of F values and probabilities 
for a one-tailed test are shown in Table 2. These 
data show the two groups form well defined 
populations differing on all but knowledge of the 
social aspects of epilepsy. Epilepsy subjects, have 
lower self efficacy, higher depression and anxiety 
but surprisingly less knowledge of the medical 
aspects of epilepsy than controls. Analysis 
showed that these dimensions explained 45.6% of 
the variance in scores. 
Self Efficacy Score II served as an internal 
control or representation f the subjects 'ideal- 
ized' perception of themselves. The data were 
analysed using a repeated measure analysis of 
variance to establish that subjects felt they would 
be different if they had not been diagnosed as 
epileptic. Analysis showed that the scores were 
Table 2: One way ANOVA of other scales used in the 
comparison of epilepsy patients and controls 
Dependent measure F value P % variance 
Self Efficacy I 7.3 0.008 7.5 
HAD Anxiety 12.8 0.001 13.0 
HAD Depression 18.4 0.000 18.8 
Medical aspects 6.2 0.014 6.3 
Social aspects 0.5 0.481 
HAD, hospital nxiety and depression. 
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significantly different at a level of P = 0.000 for a 
one-tailed test. 
Pearson correlation coefficients for the three 
subject groups with Self Efficacy Score I and the 
hospital anxiety and depression (HAD) scale are 
shown in Table 3. This analysis was repeated with 
Self Efficacy Score II for epilepsy subjects. 
Despite the high levels of significance shown with 
score I, score II fails to show any correlation with 
either depression or anxiety as measured by the 
HAD scale (depression r=-0 .14 ,  anxiety r = 
-0.05). 
There is no published measure of self efficacy in 
the area of epilepsy with which to establish 
criterion validity, but it was thought hat the issue 
of this validity could be partly answered by 
examining correlations with scales specifically 
developed to measure emotional adjustment 
factors in a population of patients with epilepsy ~9. 
The specific measures used in this study were: 
mastery, self esteem, affect balance, stigma and 
impact of epilepsy. Descriptive statistics for 
epilepsy subjects who completed these measures 
are shown in Table 4. Comparison of the mean 
score and the maximum possible score shows the 
direction in which epilepsy subjects' scores were 
generally found. For all but stigma and impact of 
epilepsy, a low score compared indicates that 
subjects had 'low' amounts of a supposed 
'beneficial' variable. These variables were corre- 
lated with self efficacy score I (epilepsy subjects 
only) using Pearsons correlation coefficient (one- 
tailed): correlations and P values are shown in 
Table 5 and all were significant at the 0.05 level 
and all but mastery and impact of epilepsy at the 
0.01 level. This gives the self efficacy question- 
naire good criterion validity as it appears to be 
tapping emotional aspects of the subject's life. 
Self efficacy was positively correlated with mas- 
tery, self esteem, positive affect and impact of 
epilepsy but negatively correlated with felt 
stigma. 
The data were further analysed to examine the 
Table 3: Correlations of Self Efficacy Score I with 
depression and anxiety 
Variable Correlation coefficient P (1-tailed) 
with self efficacy score I
Depression 
All subjects -0.63 0.000 
Epilepsy -0.61 0.000 
Control -0.55 0.000 
Anxiety 
All subjects -0.49 0.000 
Epilepsy -0.43 0.001 
Control -0.45 0.001 
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Table 4: Mean scores on emotional adjustment measures 
for epilepsy subjects 
Mean sd Min-Max Nature of a 
LOW score 
Mastery 14.48 6.1 5-44 Low mastery 
Self esteem 28.73 7.1 18-44 Low self esteem 
Affect 5.65 3.1 1-10 Low positive 
affect 
Stigma 1.00 1.1 0-3 Little felt 
stigma 
Impact 18.07 9.8 6-35 High impact of 
epilepsy 
relationship between Self Efficacy Score II and 
these emotional adjustment measures. The 
correlations followed the same positive trends as 
Self Efficacy Score I but there were interesting 
differences. In particular, stigma no longer 
correlated with self efficacy (r = -0.6, P- -0.34)  
as presumably subjects no longer feel they would 
be experiencing stigma due to epilepsy and that 
this would alter how they interacted with others. 
The data also suggests that subjects were indeed 
following the instructions to actively imagine 
themselves without epilepsy adding to the validity 
of the self efficacy scale. Correlations for all other 
variables trengthened revealing that self efficacy, 
as measured in this questionnaire, becomes 
stronger as positive attitudes and values are 
endorsed by subjects. 
Self Efficacy Score I did not correlate with 
either age at time of completing the questionnaire 
(r = 0.01, P = 0.45) nor years in education (r = 
0.1, P=0.15) .  There was no statistically sig- 
nificant difference between the ages of the two 
groups but the age of subjects in the control group 
did correlate with Self Efficacy Score I (r = 
0.34, P = 0.009). As many of the control group 
were final year students this may be a somewhat 
spurious correlation or it may reflect the general 
anxiety and uncertainty experienced at this time 
in their career. Although not specifically looked 
for, this futher supports the claim that the self 
efficacy questionnaire is tapping central emo- 
Table 5: Correlation of Self Efficacy Score I with quality of 
life measures 
Variable Correlation coefficient P (1-tailed) 
with self efficacy score I
Mastery 0.31 0.014 
Self esteem 0.47 0.000 
Affect balance 0.47 0.000 
Stigma -0.36 0.005 
Impact of epilepsy 0.24 0.045 
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tional aspects of individuals' lives. Neither Self 
Efficacy Score I nor Score II correlated with age 
of onset of epilepsy (r = 0.07, P = 0.31; r = 0.04, 
P = 0.40). 
Variables were further analysed to explore the 
strengths of linear relationships. Results of this 
analysis of variance are shown in Table 6. 
The amount of variance in the self efficacy 
score as explained by the dependent variables was 
37% for depression and 19% for anxiety. For 
epilepsy subjects the variance explained by 
quality of life measures was: self esteem, 22%; 
affect balance, 22%; stigma, 13% and mastery, 
9%. This analysis established that there are 
strong linear relationships between all variables 
except knowledge of epilepsy (neither medical 
nor social) and, surprisingly, impact of epilepsy. 
A correlation matrix was obtained between 
variables of anxiety, depression and knowledge 
(medical and social) for all subjects and for 
epilepsy subjects alone (Table 7). 
The matrices demonstrate considerable inter- 
relationships between variables. Factor analysis 
indicated that a three factor solution using nine 
variables provided the greatest explanation of 
variance. Social knowledge of epilepsy failed to 
contribute to the model significantly. The total 
variance explained by the model was 61.6%. 
Factor I (emotion factor) contains measures 
relating to emotional well being of subjects; affect 
balance, level of depression, perception of stig- 
matization and self efficacy. Factor II (knowledge 
factor) is a more 'objective' factor containing 
knowledge of medical data. It also included the 
impact of epilepsy--a scale not designed to assess 
emotional reaction as the self efficacy scale is 
designed to do. Factor III (anxiety factor) 
contains only the variable of anxiety and has a 
Table 6: Test of the linear relationship between Self Efficacy 
Score I and dependent variables 
Dependent F Significance of F Linear 
variable relationship? 
All subjects 
Depression 64.37 0.0000 Yes 
Anxiety 30.25 0.0000 Yes 
Medical knowledge 0.52 0.45 No 
Social knowledge 4.46 0.037 Yes 
Epilepsy subjects 
Locus of control 5.11 0.028 Yes 
Self esteem 14.46 0.0004 Yes 
Affect balance 13.85 0.0005 Yes 
Stigma 7.33 0.0092 Yes 
Impact of epilepsy 2.99 0.0898 No 
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Table 7: Correlation matrices for all subjects (A) and for 
epilepsy subjects only (B) 
A 
All Subjects Depression Anxiety Med K Soc K 
Self efficacy -0.6* -0.49* 0.07 -0.21 
Depression 0.57* -0.11 0.08 
Anxiety --0.22* 0.06 
B 
Epilepsy subjects only 
Depression Anxiety Med K Soc K 
Self efficacy -0.61 * -0.43* 0.03 -0.20 
Depression 0.57* -0.03 0.07 
Anxiety -0.13 0.08 
Mastery Esteem Affect Stigma Impact 
Self efficacy 0.32* 0.47* -0.47" -0.36* 0.24 
Mastery 0.50* 0.40* -0.34* 0.18 
Esteem 0.60 -0.28* 0.37* 
Affect -0.29* 0.33* 
Stigma 0.12 
* Reached significance atleast 0.05 for a 1-tailed test. 
Med K, Medical Knowledge of epilepsy; Soc K, Social 
Knowledge of epilepsy. 
particularly high eigenvalue of 3.57--showing 
that it is a very influential single aspect of the 
model. 
As the component variables of Factor I were 
intercorrelated for epilepsy patients, a stepwise 
multiple regression analysis was undertaken to 
clarify their contribution. Results are shown in 
Table 7B. Self efficacy shows a significant 
relationship only with depression in the emotion 
factor while depression has the added factors of 
mastery, affect balance and stigma. The variable 
of self esteem therefore adds nothing further to 
the model and was withdrawn. This model is 
shown in Fig. 2. 
DISCUSSION 
These data show that, using a measure of self 
efficacy based on areas of key concern identified 
by those with epilepsy, there are significant 
differences between epilepsy patients and con- 
trols. The nature of core beliefs generated by 
having epilepsy leads to lower scores both 
between these groups and between patients and 
their reports of themselves in an imagined 
condition of no epilepsy. This latter condition acts 
as an internal standard or ideal with which 
subjects may compare themselves and demonstr- 
ates that the subjects themselves feel that having 
epilepsy does affect the way they view themselves. 
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Comparing emotional status between the two 
groups, those with epilepsy were significantly 
more depressed and more anxious than controls. 
Only in the epilepsy population were there 
subjects who scored high enough to be classed as 
clinically depressed. Correlations between an- 
xiety and depression and other emotional adjust- 
ment variables were all statistically significant. 
These trends were maintained but attenuated for 
correlations in the 'without epilepsy' condition. In 
particular, stigma dropped to a non-significant 
level (from r=-0 .36  P=0.005 to r=-0 .06  
P = 0.335); where there is no epilepsy there is felt 
to be no stigma. 
These data support he assertion of an intimate 
relationship between core beliefs, self efficacy and 
emotional pathology in the form of increased 
depression, anxiety and low emotional adjust- 
ment factors. Further analyses lead to the 
identification of a three factor model with 
components of emotion, knowledge and anxiety. 
Surprisingly, in comparison to controls, epilepsy 
patients were less knowledgable about medical 
aspects of epilepsy and had no greater knowledge 
of the social effects of epilepsy. This must raise 
considerable disquite over the level of informa- 
tion which is either being given to, or understood 
by, patients since accurate knowledge is a 
precursor for successful intervention ~7. 
Correlational analyses confirmed the criterion 
and construct validity of the questionnaire as a 
measure of self efficacy. The questionnaire had 
acceptable levels of content and face validity. 
There was a uniform contribution from all items 
in the scale; no one item stood out as being either 
particularly good or bad at differentiating popu- 
lations. The question as to whether to include test 
items which did not arise out of the initial 
interviews remains open. However, the aim of 
this study was to measure the emotional impact of 
having epilepsy on core beliefs and self efficacy 
not physical obstacles. Inability to drive may be a 
potent irritant but it is not driving per se which 
causes the emotional negativity. It is the underly- 
ing cause of the ban on driving--the emotional 
sense of difference and inferiority which this may 
engender in the individual--which is of critical 
importance in the impact of epilepsy and ability 
to adjust successfully. 
This study confirms others which find higher 
levels of anxiety and depression in those with 
epilepsy compared to a control population. These 
two variables were found to have high correla- 
tions with self efficacy. However using factor 
analysis, depression and self efficacy combined to 
give an 'Emotion' factor whereas anxiety made a 
large and independent contribution to the vari- 
ability in scores. This therefore does not support 
the original assertion that self efficacy stands on 
its own as an independent variable in a model of 
the adjustment process to a chronic illness. On 
the contrary, it emphasises an interactive process 
both between self efficacy and depression and 
then between this factor and those of knowledge 
and anxiety. 
The link between self efficacy and depression 
has been empirically demonstrated in various 
clinical populations. Schiaffino, Revenson and 
Gibofsky 2° found an interaction between pain and 
self efficacy beliefs predictive of depression-- 
evidence linking active coping with less pain, 
depression and functional impairment with high 
self efficacy beliefs. Perceived self efficacy has 
been found to predict current and recurrent 
depression associated with adjustment in ageing 21 
and to have strong correlations with depressive 
symptomology 22. In a longitudinal study Rodin 
and McAvay 23 showed increased levels of depres- 
sion and decreased self efficacy were predictive of 
perceived ecline in physical health. 
This evidence confirms the finding of this study 
that physical ill health can become bound up in a 
negative spiral of decreasing self efficacy and 
depression--parti.cularly important in a chronic 
illness such as epilepsy. Self efficacy and depres- 
sion form an interdependent relationship factor 
because they fuel each other, either negatively or 
positively. Passive coping strategies used in 
depression correlated with pain, unstable control 
of symptoms, and functional impairment in 
arthritis patients z°, all of which correlate with 
lower self efficacy. The interaction between 
severity of symptomology and self efficacy beliefs 
has not been addressed in the present study and 
would be an interesting future line of enquiry. 
Evidence for the role of core beliefs as a basis 
for self efficacy effects in depression comes from 
the empirical (though not statistically quantified) 
observation that the amount of immediate sup- 
port from family members did not appear to alter 
patients' sense of personal inadequacy. In the 
interviews undertaken to construct the self 
efficacy scale, many subjects reported receiving 
considerable support from their immediate fa- 
mily. If this is a typical reaction, then it might 
have been thought to decrease or alleviate the 
negative impact of epilepsy. This does not seem 
to be the case. Murphy 24 found that while self 
efficacy was a significant predictor of overall 
mental distress, depression and somatization, 
social support was not. Self efficacy is related to 
personal helplessness; the individual compares 
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himself with what others can achieve and finds 
himself wanting however much help and support 
he receives 2°. Although difficult to quantify, the 
relationship between emotional support from 
others, self efficacy of a patient and emotional 
adjustment provides a separate avenue for future 
investigation. 
Intervention studies show that cognitive re- 
training can cut into the downward spiral of the 
inability to adjust by improving self efficacy 
beliefs and consequently relieving depressive 
affect. For example, Schwartz and Fish 25 showed 
that decrease in depression was greatest in 
dysphoric subjects who reported high self efficacy 
after training. O'Leary et a126 trained women 
suffering from arthritis in stress and pain manage- 
ment and this resulted in enhancement of 
perceived self efficacy, pain reduction and lower 
levels of depression. 
In the model shown in Fig. 2, anxiety accounted 
for a large amount of the variance in scores 
independently of self efficacy and depression 
though it was strongly correlated. As previously 
discussed, Bandura 27 saw self efficacy and anxiety 
as interdependent and did not predict hat anxiety 
has a major independent function in the adapta- 
tion process. Anyone with a diagnosis of epilepsy 
is never entirely free from the fear of an 
unexpected seizure resulting in embarrassment or 
possibly actual harm. This alone would increase 
anxiety above that of the normal population. In 
addition, Mahone, Bruch and Heimbuerg 2s
showed that negative self thoughts were posi- 
tively related to subjective anxiety. Discrepancy 
between the perceived and the actual is a well 
known initiatior of stress and anxiety: the less 
a person perceives he fits into his environment 
the greater distress or anxiety 29. Negative self 
thoughts arise from comparison of self with 
others and, in particular, their perceived positive 
attributes compared to self. Thus subjects with 
epilepsy and lower than normal self efficacy may 
enter a downward spiral of anxiety and perceived 
inadequacy. 
Anxiety taps the universal helplessness com- 
ponent of learned helplessness whereas self 
efficacy taps the personal helplessness com- 
ponent. In Bandura's terms, low self efficacy saps 
the motivation to initiate or to persevere in 
behaviours which bring about change because no 
change is expected to occur. Eventually, the self 
fulfilling prophecy is achieved and motivation 
declines to a minimum even if opportunities for 
change are available. Thus, where subjects had a 
low efficacy belief in their ability to stop smoking 
they generally fulfilled their own expectations3°! 
Despite the programme of help on offer to guide 
them through giving up cigarettes, the difference 
between those able and unable to do so was the 
degree to which they believed they could--their 
belief in self efficacy. To decrease anxiety, what 
must be changed is not just the resources on offer, 
but also the cognitions with which subjects 
approach their use. If there is no expectation of 
self efficacy no amount of resources are likely to 
initiate or sustain beneficial changes in behaviour. 
Factor I 
I. 
EMOTION 
I 
Depression 
Affect balance 
Self Efficacy 
Self Esteem 
Mastery 
Stigma 
Factor II Factor III 
I I 
KNOWLEDGE ANXIETY 
I I 
Medical Knowledge Anxiety 
Impact of epilepsy 
Amount of variance explained (61.6%) 
I 
13.9% 12% 35% 
Fig. 2: Three factor solution using nine variables and amount of variance explained. 
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Amount of knowledge and impact of epilepsy 
forms the third factor in the model describing the 
inter-correlations found in this study. However, 
the only significant correlation achieved was that 
between medical knowledge and anxiety. Surpris- 
ingly, knowledge of the social disadvantages/ 
restrictions imposed by epilepsy did not make a 
significant contribution to the three factor mo- 
del. However, medical knowledge of epilepsy did 
form one of the factors in the model--why is 
medical knowledge important? Rippetoe and 
Rogers 3~ examined how subjects cope with a 
threat to their health when there is no adaptive, 
protective response in their repertoire-- 
analogous, perhaps, to the pervasive threat of 
unexpected or uncontrolled seizures. They found 
that the critical factor in determining the specific 
strategies to deal with threat was the factual 
knowledge (rather than social) about a condi- 
tion. Low self efficacy led to adoption of less 
beneficial strategies, The most maladaptive 
strategy was that of avoidant thinking, especially 
the lack of 'reality testing' inherent in avoid- 
ance behaviour. Although initially stress/anxiety 
lowering, avoidance behaviour as an ongoing 
coping strategy is likely to increase anxiety. Thus 
it fails to enhance self efficacy or beneficially 
influence core beliefs about the abilities of the 
self. 
CONCLUSIONS 
Bandura ] proposed that both the motivation to 
initiate behaviour and the impetus to maintain it 
in the face of difficulty are produced by an 
interaction of self generated and external factors. 
Behind these lie the core beliefs such as those 
identified by the subjects in this study. Core 
beliefs contribute in an intimate fashion to higher 
levels of anxiety and depression and underpin the 
interdependent relationship of self efficacy, an- 
xiety, depression and medical knowledge de- 
veloped in this study. 
Intervention studies in other clinical popula- 
tions have shown that depression, anxiety and 
knowledge are all factors amenable to change. In 
the light of evidence from this study, such 
interventions may achieve their best results by 
concentrating on the nature of the core beliefs 
influencing levels of self efficacy, for it is by this 
means that behaviour can best be motivated and 
sustained for beneficial change in the long term. It 
is insufficient to alter superficial behaviour 
patterns without attending to the cognitive 
constructs which underpin them. 
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you 
4. You 
own 
5. You 
age. 
APPENDIX A 
The self efficacy questionnaire (Using a 5-point 
Likert scale) 
1. You could get to the top of the ladder in a job 
if you had the opportunity. 
2. You have as much independence as you want. 
3. You choose where you want to go and how 
want to get there. 
manage running the household on your 
if you need to. 
feel different from others of your own 
6. You can go out and mix with others as much 
as you want to. 
7. You are unsure about how others think and 
feel about you. 
8. You rely on others to help you make 
decisions. 
9. You worry about how you'll cope as you get 
older. 
10. You can look after those you care about in 
the way you want to. 
11. Marriage and having a family are options 
open to you if you want them. 
12. You are confident and relaxed when you go 
out on your own. 
